O ccupational therapy focuses on the w<ty in which people function in occup<ttional roles in the environment In treating people with plwsical disabilities, the occupational therapist helps them to maximize their abilities andle<trl1 new skills in order to return to important roles or establish new roles (Heard, 1977; Meyer, 1977; Moorehead, 1969; Rogers, 1983; Versluys, 1980) To accomplish these treatment goals, the therapist considers the person's history of occupational role performance, While the importance of taking a complete history in planning treatment has been frequently noted, there is no standard histOriCal assessment available to the clinician working in physical rehabilitation.
It appears that therapists in physical rehabilitation clinics have tended to use information from informal occupational therapy interviews similar to the medical history (Smith & Tiffany, 1978) This type of interview, however, may ignore the occupational functioning of the individual (Gordon, 1975; Richardson, Dohrenwolcl, & Klein, 1965) The Occupational History developed by Moorehead (969) was piloted with a psychiatric population, although the author indicated that the history was appropriate for all groups of adolescent and adult patients, Moorehead reported that this semistructured interview yielded extensive information that could be used to formulate treatment plans and goals with the patient However, the Occup:ltional History took 1 to 2 hours to complete, and the large quantity of data was difficult to analyze, even for an experienced therapist Florey and MicheJman (1982) adapted the Occupational History, creating a screening tool that could be used in an acute care short-term psychimric setting, where initial assessments needed to be done more effiCiently, Their instrument, the Occupational Role History (ORH), uses the same semistructured interview techniques as Moorehead's history but has fewer questions. The questions retained were those that focus primarily on: (a) patterns of skills and :Jchievements or patterns of dysfunction in the past and current ocn1pational roles, and (b) the degree of balance or imbalance between leisure activities and those activities associ:lted with productive occupational roles, From a pilot test with 20 patients, Florey and Michelman (982) reported that the tool \-vas useful and effective in clinical treatment planning. The method of interpreting the information collected requires the user to make judgments Jbout two broad areas of functioning, role status and role bal:mce.
The authors of both instruments report no data on reliability and do not include means for quantification of clinical judgments which would allow em, pirical study of reliability The present stud" sought to continue the process of developing an interview to collect data on a person's occupational history by modifying the ORH to suit a physically disabled population, by developing a method of quantifying clinical judgments made from the ORH data, and by examining its reliability.
Instrumentation and Pilot Study
Modification of the interview questions for people with physical disabilities and construction of a rating scale for quantification of clinical judgments was accomplished through a pilot study. A draft of the interview questions and rating scale was used to conduct several interviews. Graduate students were asked to use the scale to rate these audiotaped interviews. Examination of their areas of agreement and disagreement led to a revision of the scale in order to achieve clarity, and a revision of the interview in order to assure that sufficient information was gathered to allow rating judgments to be made.
The lnteruiew
Of the 23 questions in the ORH, 15 were modified. Modifications were made mainly to change tenses so that a comparison could be made between predisability and present function. Some other modifications were made in order to gather more complete information. For example, the question, "When do you do chores / " was changed to, "Describe a typical weekday schedule." Finally, some questions were reworded for increased clarity, and probes were added to questions to get at specific problems or losses related to physical performance and to gather additional information needed for completion of the rating scale.
The Rating Scale
To identify appropriate variables for a rating scale, it was important to identify the theoretical concepts on F meningioma which the instrument was based. Both the ORH and the occupational history are based on the occupational behavior paradigm (Florey & Michelman, 1982) , which includes multiple concepts concerned with people's ability to function within their occupational roles (Reilly, 1962; Smith & Tiffany, 1978b) . A number of moclels h3ve been developed to org:mize selected occupational behavior concepts into frameworks that could be used in practice (Reed, 1984) . One such model, the model of human occupation (Kielhofner, 1980a (Kielhofner, , 1980b Kielhofner & Burke, 1980) , has been used by several investigators as an organizational framework to gUide instrument development or data collection (Cubie & Kaplan, 1982; Kaplan, 1984; Oakley, Kielhofner, & Barris, in press; Watts, Keilhofner, Bauer, Gregory, & Valentine, 1984) . This model appeared to prOVide a useful, systematic framework for creating a rating scale to accompany the ORH. The rating scale developed is composed of 11 pairs of items. Each item pair represents a variable selected from the model (Table 2 lists all these items and variables). Six of the variables-values, personal causation, interests, roles, habits, and skills-are components of the three subsystems hypothesized by the model. Values, personal causation, and interests comprise the volition subsystem, habits and roles comprise the habituation subsystem, and skills comprises the performance subsystem. The additional variables refer to the dynamics of the open system process, whereby the human being interacts with the environment and changes over time. These variables are intake, output, feedback, environment, and trajectory. Each item is rated on a scale of 1 to 5, with 1 representing "highly dysfunctional" behavior (patterns of behavior that do not contribute to satisfying the per- son's needs and are unacceptable to the person's environment) and 5 representing "highly functional" behavior (the opposite of highly dysfunctional elements). In addition to item scores, several other scores were derived from the rating scale. The system score is the total of the ratings on all items. Three subsystem scores are totals of the items pertaining to each su bsystem.
Methods

Subjects
A nonrandom sample was selected of 20 physically disabled patients (11 females and 9 males) from several inpatient and outpatient occupational therapy treatment settings around the Richmond, Virginia, area. Subjects were 18 years of age or older, had a physical disability that had occurred after the age of 18, had no psychiatric diagnosis or cognitive dysfunction, and were capable of producing intelligible speech (see Table 1 for demographic data).
Data Collection
Each subject was administered the revised ORH interview in a single session in either the patient's room, a conference room, or the patient's home. A maximum of 90 minutes was allotted for the interview; all were audiotaped. To determine test-retest reliability, 10 of the 20 subjects were retested, 5 in a different setting from the first interview. Rating forms were completed by the interviewer after each interview. Additional ratings were made from the audiotapes by two occupational therapists who were graduate students familiar with the model of human occupation. They were given information about the subject's sex, age, diagnosis, and other pertinent demographic information along with the tapes. Their ratings, which were made independently, were used to assess interrater reliability.
Statistical Analysis
The intraclass correlation coefficient was used to compare ratings of the same individual by two different raters. Analysis of variance was used to estimate the variance components that are used in this measure of reliability (Bartko & Carpenter, 1976; Bartko, 1966) Fleiss and Cohen (1973) demonstrated that the intraclass correlation coefficient and weighted kappa are essentially eqUivalent if the disagreement weights are squared difference weights and the mean difference between raters is included as a component in the model for the data, assumptions that were met in this study. Landis and Koch (1977) 
For test-retest reliability, the Pearson productmoment correlation coefficient is generally recommended (Benson & Clark, 1982) This correlation coefficient provides a measure of the degree of linear relationship between test scores and retest scores (Benson & Clark, 1982 ) Although a Pearson correlation coefficient of .60 has been suggested as minimally acceptable for test-retest reliability (Benson & Clark, 1982) , coefficients of 80 or higher are desirable.
Results
lnterrater Reliability
The largest difference between all three raters on the system scores (possible range = 22-110) was 37; the average of the largest difference across raters was 8.0. Intraclass correlation coefficients were based on only those twO raters who were not involved in interviewing or in construction of the instrument to avoid possible bias. These reliability coefficknts were com- "" p ~ .01 """ p ~ .001.
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.88"" " .75"" " .59"" .85"" " puted for each item, for each variable, and for subsystem and system scores. Table 2 presents the intraclass correlation coefficients for the individual items of the rating scale. The correlations range from .93, the highest (a match of values and goals to past roles), to .38, the lowest (utilization of social support). Eighteen item Table 4 coefficients were above .60, while four item coefficients fell below the .60 level of reliability. Table 3 presents the correlations between two raters for the system score, subsystem scores, and each variable score. The highest variable score coefficient was .94 (output) and the lowest (intake) was .50 Of these scores, nine coefficients were between .61 and 1.00, and two variable coefficients (skills and intake) fell below the .60 minimal level of reliability. The system score yielded a coefficient of .85; subsystem scores ranged from .59 to .88.
Test-Retest ReliabiLity
Each of the three raters' systems scores on the test and retest were compared. The largest difference was 30, and the mean difference over all raters was 6.9; however, the median was 4, and only 5 of the scores were more than 15 points apart. The test-retest reliability coefficients were determined by correlating ORH rating scale retest scores with initial ORH rating scale scores given by the same rater for each item, variable, subsystem, and overall system score. Table 4 presents the test-retest correlations for the individual items of the ORH rating scale, done separately for the three raters (rater 3 is the interViewer). Also included is the pooled estimate of the correlations (Steel & Torrie, 1980) .85""
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"" p~ .Ol. cients for raters 1 and 2. Since the interviewer had more information and contact with the subjects than the two raters, her ratings were excluded when estimating overall coefficients to prevent any skewing of the reliability measure. Only three items (discrimination of interests, utilization of social support, and output matches personal expectation) yielded correlations below the minimally acceptable coefficient for more than one rater. No item yielded an average correlation lower than the .60 minimal acceptable test-retest reliability, while 16 of 22 items yielded coefficients of .77 or more.
In Table 5 the test-retest correlations for the variable subsystem and system scores are given for each rater, and the pooled estimate of the correlation (Steel & Torrie, 1980) from the two raters is given. The correlations for the two raters for variable coefficients ranged from a high of .95 (feedback) to a low of .69 (intake). For only one variable (intake) was the test-retest correlation below .80 for both raters. The smallest correlation was .74, and 8 of the 11 correlations were .80 or higher. All subsystem and system test-retest correlations were .79 or higher, and all average correlations exceeded .80.
Discussion
The rating scale devised for this study allowed us to examine the stability of judgments made from the modified ORH Specifically, we compared different raters and different administrations of the interview, obtaining coefficients for items, variables, subsys tems, and system scores.
Four of the 22 item coefficients did not meet minimum acceptable levels of interrater reliability. Two variables yielded correlations below the mini mum level of acceptability: intake (r = .50) and skills (r =59). Revision of these items might positively influence the consistency of judgments However, it may also be that reliable clinical judgments on these variables cannot be made from data obtained using the present interview. Despite the limitations of these items and variables, the overall score of the scale was at an acceptable level of reliability. In general, the findings would suggest that raters familiar with the theoretical model on which the rating scale is based would make similar clinical judgments about a patient from the interview data Findings on test-retest reliability were similar. Overall total score and variable scores yielded acceptably high coefficients. Some problems were noted in individual items for individual raters. Only intake, which also showed low interrater reliability, yielded an unacceptably low coefficient. It should also be noted that some of the variation between the two administrations of the history may be due to actual changes that took place in the subject's recovery or disease course Nine of the 10 subjects indicated that
The American journal of Occupational Therapy a notable event had occurred during the 4 weeks between the two interviews. These events included change in work status and changes in physical status. Six of the subjects who saw their changes as negative had lower overall scores on the second interview. Two of the three subjects who considered the events positive achieved higher scores. This suggests that, while the facts of the person's history may not change, changes in the present can influence how the person reports his or her history. For example, present events may influence the subject's manner of self-expression Notably, raters indicated that the subject's mood and degree of talkativeness sometimes influenced their judgment and, therefore, their ratings. Had the notable events not taken place, test-retest reliabilities might have been higher. The study had several limitations. Only three raters were used to examine interrater reliability, and only 20 subjects from one geographic area were included StiJl, the exploratory study provided evidence of acceptable reliability of clinical judgments across interviews and raters when a systematic rating scale is used to reduce interview data into ratings and when the rating scale is based on a theoretical model with which the raters are familiar. It is important to recall that the rating scale does not represent a complete characterization or-the data gathered in an interview Its utility is in allOWing standard statistical examination of the therapists' judgments made from the interview, and it may be clinically useful as a profile or summary of the patient's or client's areas of strength and weakness. However, qualitative data about the person emerges from the history, and these data are often important for treatment decisions. Examination of this aspect of the history was beyond the scope of this study This study has continued the process of development of an occupational history interview and, we hope, provides some gUidelines for devising a rating scale to allow traditional examinations of reliability and validity, Further revisions of both the intefview and the rating scale might include creating a rating scale with fewer items and a standard format for reporting qualitative information. Such a procedure would allow the clata to be quantified and analyzed as in this study as well as providing qualitative data that might be content analyzed or otherwise described and compared, Additionally, such a format for reducing the interview data might prove more clinically appropriate, Whatever revisions of the history interview are undertaken, the present study provides both data to support the viability of achieving useful historical data in clinical practice and a model for further development and research,
